Identification of parasites during routine stool examinations of foodhandlers is addressed in this issue by Germanaud et al, who found that 27 (48%) of 56 foodhandlers in a French hospital had at least one stool specimen test positive for parasites as part of their annual examination over a six-year peri0d.l Blastocystis hominis, the pathogenicity of which is still unclear, was found in 41% of positive results. Based on these findings, the authors suggest that foodhandlers may pose a risk to the increasing number of immunocompromised patients in hospitals. Therefore, they recommend that stool examination of hospital foodhandlers be performed routinely.
I
See also page 452.
We have several reservations about this recommendation. A routine stool examination will detect only pathogens present the day the specimen is collected; a foodhandler may become infected the very next day. Because shedding may be intermittent, a single stool examination is often insufficient to detect all protozoan infections, even in a person with symptoms.2 Thus, a negative result may give a false sense of security and lead to lapses in hygiene. The only effective way to prevent transmission of pathogens from asymptomatic foodhandlers to patients is to train and supervise these workers in proper handwashing techniques before preparing food and after using the toilet. The authors did not mention whether any of the foodhandlers were symptomatic. Of course, any foodhandler with an acute diarrheal illness should be excluded from foodhandling until he or she is well again.
In a review of reported foodborne outbreaks in the United States related to hospitals, none of 52 outbreaks with confirmed etiology was due to a parasitic agent, and poor personal hygiene was considered a contributing factor in only 13% of outbreaks. 3 Germanaud et al do not mention whether any patient in their hospital had a nosocomially acquired parasitic infection during the six-year period. Furthermore, of the pathogens identified in their report, only Strongyloides stercoralis is known to cause opportunistic infection in some immunocompromised patients, rarely in those with acquired immunodeficiency syndrome (AIDS). 4, 5 Routine parasitologic examination of hospital foodhandlers is unlikely to be cost effective. With 56 foodhandlers surveyed annually over six years, Germanaud et al would have examined 336 specimens, and only 5 (1%) (excluding those with eggs of Schistosoma mansoni, which are not known to cause illness by direct transmission) yielded possible pathogens.
The number of immunocompromised patients, particularly patients with AIDS, is increasing in many INFECTION CONTROL AND HOSPITAL EPIDEMIOLOGY August 1993 hospitals. They may be at higher risk for foodborne infections due to impaired host factors. In the United States, bacterial pathogens, particularly Salmonella, cause the vast majority of foodborne outbreaks in hospitals, and the major contributing factors are improper holding temperatures and inadequate cooking.3 Foods of animal origin (meat, poultry, eggs, and shellfish) should be well cooked, and cooked foods should be held at temperatures too hot ( у 140°F or у 60°C) or too cold (< 40°F or р 4%) to permit multiplication of bacterial pathogens. Raw or undercooked foods of animal origin should not be served to the immunocompromised patient. 3, 6 Routine periodic screening of foodhandlers will not detect or prevent most acute infections, will not prevent most foodborne outbreaks, is not cost effective, and therefore is not recommended.7 A more beneficial approach is to provide routine education and training in good personal hygiene and hygienic foodhandling to all hospital foodhandlers. With good personal hygiene and safe foodhandling, an asymptomatic hospital foodhandler who happens to carry parasites or any other enteric pathogen should not present a significant risk to immunocompromised patients.
